ABSTRACT Background: India houses 2.5 million people living with HIV/AIDS. Once a fatal illness, HIV/ AIDS has become a chronic illness due to advent of antiretroviral therapy. Morbidity and mortality indicators used in measuring health of the community only quantify the health but quality of life is not measured. Quality of life is a multidimensional aspect and several factors influence it in a different way. Aims & Objectives: Assess quality of life and its determinants among people living with HIV/AIDS. Materials and Methods: A cross sectional study conducted during Jan 2012 to June 2012, at outpatient clinic of tertiary care centre involved 200 people living with HIV/AIDS. Interview method was used to collect the data. Quality of life was assessed using WHOQOL-BREF questionnaire and other part of the questionnaire contained the socio-demographic and HIV related characteristics. The data was analyzed by using excel 2007, Z test was used wherever necessary and presented. Results: Mean age of the study subjects was 33.77 years and 61.5% of the participants were females. Quality of life was rated as poor by 26% of the study subjects and 27% of the subjects are dissatisfied with their overall health status. Quality of life score was highest in environmental domain (11.61 ± 1.83) and lowest in Social relationships domain (8.97 ± 3.36). Age lesser than or equal to 30 years had better Quality of life mean in environmental and social domain. Subjects from urban area had better mean in physical, psychological and environmental domain. Education associated with social and environment domain. Higher CD4 count is associated with better mean in physical domain. Conclusion: Many socio-demographic factors influence quality of life. These factors should be considered in planning care of HIV infected people.
Introduction
Human immunodeficiency virus (HIV) infection / Acquired immunodeficiency syndrome (AIDS) is one of the serious public health problems with severe impact on various facets of human life. [1] At present, in the world, around 35 million people are suffering from HIV/AIDS. [2] Every year 2.5 million people are infected by this virus. [2] India has the second largest number of people living with HIV/AIDS (PLWHA) (About 2.5 million). [3] Once a fatal illness, HIV/ AIDS has become a chronic illness due to advent of antiretroviral therapy. Since the advent of ART; hospitalization, opportunistic infections and deaths due to HIV have reduced to a great extent. India had launched national ART program in 2004 with the aim to provide free ART drugs to the patients suffering from HIV/ AIDS. At present, more than 335 ART centers are providing access to patients to get free ART and other care. [3] Traditional health indicators such as mortality and morbidity are used to measure impact of disease burden and outcome of an intervention. These indicators only quantify the disease, but do not measure quality of life (QOL) of patients, which has been described as 'the missing measurement in health'. [4] Modern medicine being concerned only with the eradication of the disease, there is a need to introduce humanistic element into health care. In recent years, measurement of QOL is incorporated to assess the burden of the disease. [4] Quality of life is a multi-dimensional concept. There is a lack of universally agreed definition of QOL. [5] WHO defines QOL as "individual's perceptions of their position in life in context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns". This broader definition of QOL by WHO, indicates QOL is a subjective feeling. [4] There are many factors which affect the QOL of patients with chronic illnesses. The identification of these factors is important in order to provide better health and social care services. the WHOQOL-Bref instrument is very well established. [7] There are limited studies to assess the QOL among PLWHA in this part of the country. This study assessed the QOL and some factors, influencing it among PLWHA attending integrated positive prevention clinic at a tertiary care hospital at Davangere.
Materials and Methods

Design and Sampling
This was a cross sectional, observational study conducted during Jan 2012 -June 2012, based on a convenient sample of 200 PLWHA recruited from the integrated positive prevention outpatient clinic of a tertiary care hospital, Davangere. PLWHA above 18 years willing to participate in the study were included in the study. Those PLWHA who were admitted in the hospital during the study period were excluded from the study. Ethical clearance was obtained from the institutional ethical committee.
Questionnaire
The pre-structured questionnaire consisted of 2 parts. Quality of life was assessed by WHOQOL -BREF questionnaire. Another part of the questionnaire included demographic information such as age, gender, place of residence, educational level, employment status and per capita monthly income. HIV related characteristics like time since diagnosis, ART use, CD4 count, WHO staging were also collected.
Collection of Data
The study subjects were identified during study period at integrated positive prevention clinic at Bapuji hospital attached to J.J.M medical college. Every patient, who was fulfilling the inclusion criteria and visiting the clinic was approached during each interview period.
All the subjects were informed about the purpose of the study. After obtaining the informed consent, they were interviewed separately in privacy, in a language understandable to the subjects, using a pre structured questionnaire.
All the information collected was based on patient's selfreport, with the exception of CD4 count at the start of the treatment and at present, and clinical staging at the start of the treatment. This information was collected from the medical records.
Data Analysis
The data was entered and analyzed in Microsoft Excel 2007 version. Percentage, mean, standard deviations, Z test were used wherever required. For all the tests, a 'p' value of < 0.05 was considered for the statistical significance.
Results
Background Characteristics
To reach the sample size of 200, we approached 212 PLWHA, and a response rate of 94% was achieved. Mean age of the participants in the study was 33.77 years (SD=7.58) ( Table 1) . Most (61.5%) of the participants were female, and majority of the participants (61%) were residing in rural area. Majority (67%) of the participants had per capita income less than ` 620, and only 41% of the participants studied up to high school and above. About 43% of them were either widowed or living single or separated/ divorced from their spouse. Table 2 shows HIV related characteristics of the participants. Mean duration since HIV diagnosis was 21.21 months (SD = 11.19), majority (76%) were diagnosed in last 2 years. 44% of the participants were on ART. About 38% of the PLWHA had CD4 count <350 cells and majority (61%) were in WHO stage 2.
Quality of Life (QOL)
QOL was rated as neither poor nor good by 47% of the participants, but 26% of the participants rated it poor (Table 3) . About 47% of the participants were neither satisfied nor dissatisfied with their health status, but 27% of them were dissatisfied with their health status (Table 4) . Table 5 Table 6 shows the mean domain scores with various demographic variables. There was a significant difference of QOL mean score seen in psychological domain and social relationships domain between two age groups, with subjects  30 yrs having higher means. PLWHA from urban area had higher means, compared to rural area. In physical health domain, psychological domain and environment domain, differences were statistically significant. Education also had influence in social relationship domain and environment domainthose who studied up-to high school and above had higher mean.
In HIV related characteristics (Table 7) , QOL means had statistically significant correlation to CD4 count in physical health domain. ART use and time since diagnosis did not show any difference between groups.
Discussion
QOL is a complex term which relates both to the adequacy of material circumstances and to personal feeling about these circumstances. Health is considered to be a unique factor which affects QOL more than any other factors. In our study, overall QOL is rated as neither poor nor good by 47% of the participants. But 26% of the participants rated it poor, indicating more than one fourth of PLWHA perceived to be having poor quality of life. This is a cause of concern when facilities to provide good care are scaling up.
In our study, environmental domain had highest mean score among four domains -similar results are reported by some of the Indian researches. [9, 10] This indicates that PLWHA are having better physical safety, leisurely activities and having access to health and other services. But social domain showed the lowest score of all the four domains -this may be partially explained by the existence of stigma and discrimination against PLWHA. Social domain also examines the sexual relation perception. HIV infection status largely alters the sexual desire mentally and socially. This may be one of the causes of low scores in social domain. Studies by some researchers also reflect same kind of result in social domain. [7, [9] [10] [11] Among Socio-demographic factors studied, age of the PLWHA, residence and education showed statistically significant difference in some QOL domains. Younger age group showed better mean in psychological domain and social domain in our study, but various studies have shown different kind of results in relation to age. Some studies demonstrated older age group is having better QOL, but in a study by Munsawaengsab C et al younger age group was having better QOL. [12] [13] [14] This may be due to different sample characteristics. Further studies are required to draw any conclusions.
In our study, PLWHA, residing in urban area, showed better mean in physical, psychological and environmental domain. This may suggest good access to health care, less stigma and discrimination, and better living conditions in urban area, compared to rural area. Study by Mahalakshmy T et al showed similar results. The other sociodemographic variables like gender, employment, socioeconomic status did not show any association with QOL domains. In HIV related characteristics, the respondents with CD4 cell count < 350 cells/mm 3 had lower mean of QOL in physical domain, when compared with respondents having CD4 cell count > 350 cells/mm 3 . Physical domain assess the effect of illness on various facets of physical health such as pain, discomfort, need for medication, sleep and physical ability to perform activities. Increase in CD4 count is a proxy measure of improvement in general health condition. Studies by Xiaoyan X and Handajani YS et al also showed similar results. [17, 18] 
Conclusion
Social problems of the PLWHA are still an area which needs attention of the policy makers. Study also indicated that some demographic features like age, residence and education can be associated with the quality of life of PLWHA, and CD4 count too influences the quality of life. This information can be utilized to plan holistic care for HIV infected people.
Limitations
The cross sectional nature of the study itself precludes any conclusions on QOL over a period of time.
